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Background
Isolated fallopian tube torsion due to hydrosalpinx is a rare cause of obdominal pain in adolecent patients. The incidence 
in reproductive age woman is 1:1 500 000. Only few cases have been reported of isolated fallopian tube torsion caused by 
hydrosalpinx in pediatric patients. The clinical manifestation is non-specic and usually diagnosis is set during diagnostic 
laparoscopy. 
Case report
We present the case of 11 year old virgin girl, presented with acute lower right-sided abdominal pain. No specic symptoms 
were identied. Ultrasound showed an elongated cystic mass, measuring 80 mm in length and 15 mm width in the pelvic cav-
ity. Hydrosalpinx of the right fallopian tube was suspected. The patient was scheduled for an laparoscopic operation, during 
which an enlarged and twisted fallopian tube was found. Detorsion ant puncture was performed.
Conclusion
Isolated fallopian tube torsion is very rare in adolescent patients and it can be often misdiagnosed. Although uncommon, 
isolated fallopian tube torsion should be included in every case of abdominal pain dierential diagnosis.
Key words: hydrosalpinx, isolated fallopian tube torsion, children, laparoscopy.
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Įvadas
Izoliuotas kiaušintakio užsisukimas dėl vandenės nustatomas 1:1 500 000 reprodukcinio amžiaus moterų. Itin retai ši liga yra 
vaikų pilvo skausmų priežastis. Literatūroje aprašyta tik keletas vaikų izoliuoto kiaušintakio užsisukimo dėl kiaušintakio van-
denės atvejų. Liga neturi specinių simptomų. Galutinė diagnozė patvirtinama atlikus laparoskopiją.
Klinikinis atvejis
11 metų mergaitė atvyko į priėmimo skyrių dėl staiga atsiradusių skausmų pilvo apačioje. Tiriant skausmas nustatytas deši-
nėje klubo srityje. Ultragarsinio tyrimo metu dubenyje pastebėtas 80 mm ilgio ir 15 mm skersmens cistinis darinys, prisipildęs 
skysčio. Buvo įtarta dešiniojo kiaušintakio vandenė. Atlikta laparoskopija, rastas išsiplėtęs, prisipildęs skysčio ir apsisukęs de-
šinysis kiaušintakis. Kiaušintakis atsuktas ir išpunktuotas.
Išvada
Kiaušintakio vandenės sukeltas izoliuotas kiaušintakio užsisukimas yra reta, todėl gana sunkiai nustatoma vaikų pilvo skaus-
mų priežastis.
Reikšminiai žodžiai: hydrosalpinx’as, izoliuotas kiaušintakio užsisukimas, vaikai, laparoskopija.
Introduction
Torsion of the ovary is a rare cause of abdominal pain in 
adolescent patients. 2.7% of all abdominal pain causes 
is due to torsed ovary [1]. Isolated fallopian tube torsion 
is an even more uncommon clinical entity. The reported 
incidence of 1 in 1,5 million reproductive age woman. 
Only a few cases of isolated fallopian tube torsion have 
been reported in adolescent population. Hydrosalpinx 
is the main cause provoking fallopian tube torsion. This 
report describes an 11-year-old sexually inactive girl 
with isolated tubal torsion due to hydrosalpinx.
Case presentation
An 11-year-old virgin girl presented to our hospital’s 
emergency room with a one-month history of intermit-
tent pain in the lower left abdominal quadrant. On the 
day of admission, the pain intensified and the patient 
was hospitalized in the pediatric surgery department 
for further investigation. The patient was evaluated by 
an abdominal ultrasound and it showed an elongated 
cystic “C” shaped mass (Fig. 1), measuring 80 mm in 
length and 15 mm in width in the pelvic cavity. Hy-
drosalpinx of the right fallopian tube was suspected. 
Figure 1. Ultrasound showing torsed fallopian tube, forming a “C” shape
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The patient was scheduled for a laparoscopic operation, 
during which an enlarged and twisted fallopian tube 
was found. Detorsion and puncture was performed. 
The postoperative course was uneventful. The patient 
was discharged on the 6 postoperative day and sent for 
further observation.
Discussion
Hydrosalpinx (gr. hydōr – ‘water’; gr. salpinx – ‘trumpet’) 
is a fluid filled fallopian tube due to its distal part com-
plete occlusion [2, 3]. Physiologically the tubal fluid is 
discharged through the fimbriated end into the perito-
neal cavity from where it is absorbed. Occlusion of the 
distal part of the fallopian tube does not allow the tubal 
fluid to pass, resulting in its accumulation and reversal 
of flow downstream, into the uterus. The tube becomes 
fluid filled, distended and unable to participate in the 
reproductive process [2].
The main reason of hydrosalpinx in reproductive age 
woman is PID (pelvic inflammatory disease) caused 
by Chlamydia trachomatis, less often – ectopic preg-
nancy, endometriosis, appendicitis, former operations, 
Mycoplasma tuberculosis peritonitis, etc [4, 5]. Factors 
provoking development of hydrosalpinx in children 
differs from the ones in adult population. Boukaidi et 
al. reported thirteen cases of hydrosalpinx treatment 
in adolescent patients and found that none of them 
had conditions written above. Authors presume that 
progression of hydrosalpinx may be caused by congeni-
tal malformation. Levels of FSH (follicle-stimulating 
hormone) start to rise in girls of age 9 to 14 resulting in 
activation of the ovaries and fallopian tubes. Obstructed 
tube then becomes dilated, therefore symptomatic [1].
This illness has no specific symptoms. Patients usu-
ally complain about fewer, lower abdominal pain, as-
sociated with nausea and vomiting [6]. Rachel Casey et 
al. noticed that duration, intensity and localization of 
pain may vary. However, lower abdominal pain on the 
affected side is the most common display of hydrosal-
pinx [7]. Mobility of the left fallopian tube is limited 
by sigmoid colon therefore right fallopian tube torsion 
is more usual. Furthermore, slower venous flow in right 
side forces the fallopian tube to bend [8].
Because of rare incidence and non-specific symp-
toms this pathology is often not included in differential 
diagnostics. More frequent conditions such as acute 
appendicitis or torsion of adnexa are suspected [9, 10]. 
That leads to inaccurate diagnostics and the choice of 
suboptimal treatment.
Ultrasound is the imaging modality of choice for ad-
nexal torsion because it is safe, non-invasive and quick 
to perform [11]. Hydrosalpinx is visible as fluid-filled 
tubular structure forming C or S shape and separated 
from the ovaries [2]. Colour Dopler is important, how-
ever its hard to determine if the fallopian tube is viable, 
because of dual fallopian tube blood flow [12, 13]. 
CT and MRA are not used as first choice diagnostic 
methods [14]. Although diagnosis may be suspected on 
imaging, fallopian tube torsion is ultimately diagnosed 
during exploratory surgery [7].
Isolated fallopian tube torsion should be treated as 
fast as the diagnosis is set. Without early surgical in-
tervention the tube may undergo irreversible vascular 
changes requiring salpingectomy and possibly salpin-
goophrectomy [15]. Boukaidi et al. suggested two step 
surgical approach for isolated fallopian tube torsion due 
to hydrosalpinx. Firstly, the tube should be untwisted 
with or without puncturing. Secondly, in another sur-
gical session, authors recommend performing salpingo-
neostomy or salpingectomy, depending on the viability 
of the tube [2]. There is no long-term data supporting 
management of hydrosalpinx and what impact it makes 
for women’s future fertility. More research is needed on 
the subject to produce a clearer evidence based treat-
ment algorithm.
Conclusion
Isolated fallopian tube torsion is very rare in adolescent 
patients and it can be often misdiagnosed. Although 
uncommon, isolated fallopian tube torsion should be 
included in every case of abdominal pain differential 
diagnosis.
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